RS-11DROP EMPLOYEES’ RETIREMENT SYSTEM
REV.2007 OF THE CITY OF NEW ORLEANS
1300 PERDIDO STREET, ROOM 1E12
NEW ORLEANS, LA 70112
(504) 658-1850

APPLICATION FOR DEFERRED RETIREMENT OPTION PLAN

INSTRUCTIONS: PRINT IN INK OR TYPE ALL ENTRIES EXCEPT SIGNATURES. Section I, II, and must be completed by the applicant.

Section IV must be completed by the employer. A Retirement Application (RS-10) must be submitted with this form. Additional spaces for designating
beneficiaries are provided on the reverse side to this form. Mark through any unused spaces provided for the designated beneficiary.

The interest of all beneficiaries shall be equal.

I hereby complete this application to participate in the Deferred Retirement Option Plan (DROP) in accordance with the provisions of Chapter 114,
Section 114-231 and Ordinance No. 17885 M.C.S. I understand DROP is an optional method of retiring from NOMERS and my status with the

retirement szstem is that of retiree on the daz DROP Barticigation be%in.

SECTIONI - MEMBER INFORMATION
- |
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.)

STREET/P.O. BOX

CITY STATE ZIP
SOCIAL SECURITY NUMBER DATE DROP ENDING DATE OF DROP PARTICIPATION
PARTICIPATION BEGAN SHALL BE
FIVE / /
/ [ [/ [ I-7 4 - / / CONSECUTIVE MO DAY YR
MO DAY YR YEARS FROM BEGINNING DATE

SECTION II - BENEFICIARY (IES) FOR DROP ACCOUNT
- - ----________________________________________________________________ |
I am designating the following beneficiary (ies) to receive payments in the event of my death prior to completion of DROP participation or prior to

exhausting the balance in my DROP account. I understand that all beneficiaries listed will receive an equal share of funds.

HAVE YOUR DESIGNATED ADDITIONAL BENEFICIARIES ON THE REVERSE SIDE? YES NO
- - - - - = ]
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER
A |
STREET/P.0O. BOX
DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
/ ____ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ___ OTHER
|
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER
[ 4 -l - ]
STREET/P.O. BOX
DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
[ ___ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ___ OTHER
]
NAME: LAST FIRST MI SUFFIX (JR., IIL, ETC.) SOCIAL SECURITY NUMBER
[ -] -] ]
STREET/P.O. BOX
DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
/ / ___ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ____OTHER

SEE REVERSE SIDE FOR ADDITIONAL SPACES



SECTION II CONTINUED - ADDITIONAL BENEFICIARY (IES) FOR DROP ACCOUNT

NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

VA R = S R Y S B |

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
/ / ___ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ____ OTHER
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER
A |
STREET/P.O. BOX
DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
( ) ( ) /[ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR OTHER

SECTION III - ELECTION TO PARTICIPATE IN DROP

I elect to participate in DROP for a period not to exceed five (5) consecutive years. I understand that the ending date I have specified
cannot be extended and may be shortened only by termination of employment. I acknowledge that provisions of the DROP program have
been explained to me, and I am not entitled to any additional service credit for my period of DROP participation. I understand my election
to participate is irrevocable.

APPLICANT’S SIGNATURE DATE SIGNED / /
(DO NOT PRINT OR TYPE) MO DAY YR
MUST BE WITNESSED BY PERSON OTHER THAN BENEFICIARY (IES)
SIGNATURE OF WITNESS SIGNATURE OF WITNESS
STREET ADDRESS/P.O. BOX STREET ADDRESS/P.O. BOX
CITY STATE ZIP CITY STATE ZIP

sk steste she sfe st st she st sheshe she st s she sk ste s she sk skt she sk skt sk sk skt sk sk skeste sk sk steste sk st skeste sk st st ske sk skt sk sk skt s sk skt sk sk skesteoske sk stesteoske sk kst sk sk kst sk sttt skttt sttt sk kotokoskokotokokokotokokokolokokokolokokokek

INSTRUCTIONS: PRINT IN INK OR TYPE ALL ENTRIES EXCEPT SIGNATURES. This section must be completed by the employer and

signed bz the emﬁlozer’s reBresentative whose authorized si%nature is on file at NOMERS.

SECTION IV - AGENCY VERIFICATION

I ACKNOWLEDGE THAT HAS COMPLETE THIS APPLICATION TO
(EMPLOYEE’S NAME)

PARTICIPATE IN DROP EFFECTIVE / / AND THAT RETIREMENT CONTRIBUTIONS WILL NOT BE
MO DAY YR

REMITTED TO NOMERS FOR THIS EMPLOYEE DURING DROP PARTICIPATION.

SIGNATURE DATE
(NO FACSIMILE ACCEPTED)

TITLE

G:\FIR\CLERICAL\DOCS\RS11DROP.WPD



RS-11DROP EMPLOYEES’ RETIREMENT SYSTEM
REV.2007 OF THE CITY OF NEW ORLEANS
1300 PERDIDO STREET, ROOM 1E12
NEW ORLEANS, LA 70112
(504) 658-1850

APPLICATION FOR DEFERRED RETIREMENT OPTION PLAN

INSTRUCTIONS: PRINT IN INK OR TYPE ALL ENTRIES EXCEPT SIGNATURES. Section I, II, and must be completed by the applicant. Section
IV must be completed by the employer. A Retirement Application (RS-10) must be submitted with this form. Additional spaces for designating
beneficiaries are provided on the reverse side to this form. Mark through any unused spaces provided for the beneficiary designated. The interest of all
beneficiaries shall be equal.

I hereby complete application for participation in the Deferred Retirement Option Plan (DROP) in accordance with the provisions of Chapter 114, Section
114-231 and Ordinance No. 17885 M.C.S. I understand DROP is an optional method of retiring from the City Retirement System and that my status with

SECTIONI - MEMBER INFORMATION
NAME: LAST FIRST MI SUFFIX (JR., IIT, ETC.)

STREET/P.O. BOX

CITY STATE ZIP
SOCIAL SECURITY NUMBER DATE DROP ENDING DATE OF DROP PARTICIPATION
PARTICIPATION BEGAN SHALL BE
FIVE / /
[ [ /-1 - / / CONSECUTIVE MO DAY YR
MO DAY YR YEARS FROM BEGINNING DATE

SECTION II - BENEFICIARY (IES) FOR DROP ACCOUNT

I am designating the following beneficiary (ies) to receive payments in the event of my death prior to completion of DROP participation or prior to exhausting the
balance in my DROP account. I understand that all beneficiaries listed will receive an equal share of funds.

HAVE YOU DESIGNATED ADDITIONAL BENEFICIARIES ON THE REVERSE SIDE? YES NO

NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
Y ____ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ____ OTHER
L ——
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
[/ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ____ OTHER

NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

VA A 5 S S Y S S S |

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
A __ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR

NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

VA S A S S B S B B |

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP
/ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) __ OTHER

SEE REVERSE SIDE



SECTION II CONTINUED - ADDITIONAL BENEFICIARY (IES) FOR DROP ACCOUNT
NAME: LAST FIRST MI SUFFIX (JR., III, ETC.) SOCIAL SECURITY NUMBER

STREET/P.O. BOX

DATE OF BIRTH RELATIONSHIP
CITY STATE ZIP

/ SPOUSE
DAYTIME TELEPHONE NO EVENING TELEPHONE NO MO DAY YR
( ) ( ) ~ OTHER

SECTION III - ELECTION TO PARTICIPATE IN DROP

I elect to participate in DROP for a period not to exceed five (5) consecutive years. I understand that the ending date I have specified
cannot be extended and may be shortened only by termination of employment. I acknowledge that provisions of the DROP program
have been explained to me, and I am not entitled to any additional service credit for my period of DROP participation. I understand my
election to participate is irrevocable.

APPLICANT’S SIGNATURE DATE SIGNED / /
(DO NOT PRINT OR TYPE) MO DAY YR

MUST BE WITNESSED BY PERSON OTHER THAN BENEFICIARY (IES)

SIGNATURE OF WITNESS SIGNATURE OF WITNESS
STREET ADDRESS/P.O. BOX STREET ADDRESS/P.O. BOX
CITY STATE VAl CITY STATE ZIP

st s st e et sk s st sttt kst st ot et skt st ottt kst sttt ek skl st ottt skt st ol stk skt stttk skt sl ok sk sk st ol ok ki sk kolok
INSTRUCTIONS: PRINT IN INK OR TYPE ALL ENTRIES EXCEPT SIGNATURES. This section must be completed by the
employer and signed by the employer’s representative whose authorized signature is on file at City Retirement System.

SECTION 1V - AGENCY VERIFICATION

I REALIZE THAT HAS MADE APPLICATION
(EMPLOYEE’S NAME)

TO PARTICIPATE IN DROP EFFECTIVE / / AND THAT CONTRIBUTIONS WILL
MO DAY YR

NOT BE REMITTED TO CITY RETIREMENT SYSTEM FOR THIS EMPLOYEE DURING DROP
PARTICIPATION.

SIGNATURE DATE
(NO FACSIMILE ACCEPTED)

TITLE
G:\FIRT\CLERICAL\DOCS\RS11DROP.WPD




